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Background. Recipients of kidney transplant have been
shown to develop emotional problems. These have been as-
sociated with medical noncompliance, compromised quality of
life, and difficulty integrating the newly acquired transplant into
their sense of self. In general, group psychotherapy has been
shown to be more cost effective than individual therapy. We
have compared the efficacy of two modalities of therapy in re-
cipients of kidney transplants with control patients who did not
receive therapy.
Methods. Recipients of first cadaver kidney transplants were
randomized into two groups to receive a 12-week course of
group or individual psychotherapy. The control arm of the study
was composed of 37 consecutive patients who had received a
first cadaver kidney. Recipients of live kidney transplants, and
patients who received more than one kidney transplant, were
excluded because these patients have different emotional is-
sues. The Beck Depression Inventory (BDI) was used as a mea-
sure of change in emotional state, pretherapy, at 3, 6, 9, and 12
months. A higher score on BDI was suggestive of psychologic
dysfunction.
Results. We recruited 89 recipients of first cadaver kidney
transplants into the study. They were randomly allocated into
the two study groups, 49 for individual therapy, and 40 for group
therapy. Of these, 82 patients completed 12 weeks of therapy
(45 patients from the individual treatment arm, and 37 from
the group therapy arm). Fifty-five patients completed one-year
follow-up (33 in individual therapy, and 32 in the group ther-
apy). The mean score was 26.3 ± 7.9 before and 18.9 ± 9.0 after
therapy in the individual treatment group (P = 0.001). This was
in comparison with a mean score of 30.2 ± 3.8 before and 26.0 ±
4.2 after therapy for the group therapy arm (P = 0.01). Improve-
ment appeared to be more significant in the individual therapy
compared with group therapy (P = 0.01). Lowering of scores
was progressive and sustained (P = 0.01). In the control arm,
mean score was 9.4 ± 5.4 before and 20.5 ± 5.5 at the end of the
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first year (P = 0.005), suggesting a significant worsening of BDI
scores. Multivariate analysis of age, gender, employment status,
duration of dialysis, etiology of kidney failure, diabetes mellitus,
and psychotherapy received at any time before transplantation
did not affect results.
Conclusion. We conclude that both individual and group psy-
chotherapy were beneficial to our patients; however, individual
therapy was found to result in lower BDI scores versus group
therapy at the end of treatment period.
Recipients of renal transplants have been shown to de-
velop emotional problems [1]. Psychotherapy has been
shown to be effective in addressing developmental delay;
coming to terms with the past can be a catalyst for change
[2]. In general, group psychotherapy is more cost effective
than individual therapy [3]. In this study, in a random-
ized trial we have prospectively compared the efficacy
of group versus individual psychotherapy in recipients
of first cadaver kidney transplants with age- and gender-
matched control patients who did not receive therapy.
We have described elsewhere along with step-by-step
framework for individual and group intervention and
how emotional issues are more complex and multifaceted
than previously suggested [4]. We have shown that pa-
tients have paradoxic depression and feelings of loss de-
spite having received a long-awaited kidney transplant.
This loss has been considered in terms of time (along with
experiences and expectations) lost to chronic illness, in
short, what might have been. Therapeutically speaking,
this loss is contemplated in terms of the ‘imagined past.’
The ‘imagined past’ does not exist beyond the bounds of
the patient’s imagination, and has not withstood the test
of reality. Anxiety associated with the uncertainty of re-
nal failure and organ transplant often presents as panic
attacks. Patients in renal failure and after transplantation
also have heightened sense of their mortality, distorted
body image, and fear of rejection of the transplanted
organ.
The manner in which emotional problems impact upon
compliance behavior, quality of life, and the psychoso-
cial integration of the newly acquired organ adversely af-
fect medical management and progression of the illness,
1937
1938 Baines et al: Psychotherapy for recipients of renal transplants
resulting in graft loss, and even death has been well doc-
umented among transplant patients [4, 5]. The common
thread running throughout the treatment of these pa-
tients is the curtailment of lifestyle, pervasive sense of
powerlessness, and loss associated with depressed mood.
However, in contrast to other chronic illnesses, little at-
tempt has been made to mobilize psychosocial support
for these patients. Where such intervention does exist; it
has been fragmented and intermittent. However, our re-
search suggests that individual and/or group psychother-
apy provides a forum to effectively address emotional
issues in patients receiving a kidney transplant, which im-
pacts positively upon compliance, quality of life, and the
integration of the new kidney [5].
Individual and group psychotherapy rely on the utiliza-
tion of patient self-report, a methodology criticized as
being liable to exaggeration and underplaying of prob-
lems in an attempt to please the therapist. A scenario
commonly referred to as the ‘hello-goodbye’ effect, or
socially desirable responding. We used the Beck Depres-
sion Inventory (BDI) [6] to study the efficacy of our trial
by an objective method. Of the many instruments avail-
able, we choose the BDI; we were, however, concerned
that this instrument might be considered overly simplistic.
We found that references to BDI during treatment ses-
sions were considered positive by patients who appeared
to find regular completion of the questionnaire therapeu-
tic in terms of identifying milestones in treatment.
Our study showed that individual as opposed to group
therapy was more effective in the treatment of emotional
problems among recipients of renal transplants. How-
ever, given the potential for bias pertaining to the single
therapist, and cultural drift associated with single center
studies, our study would need to be repeated in a multi-
center manner using a comparable theoretical orientation
but with different therapists.
METHODS
Recipients of first cadaver renal transplants within
3 months of surgery were randomized (using computer-
generated numbers to ensure even gender and age dis-
tribution) into two groups to receive a 12-week course
of Systemic Integrative group or individual psychother-
apy. BDI was used as a measure of change in emotional
state, pretherapy, at 3, 6, 9, and 12 months. A higher score
on BDI was suggestive of psychologic dysfunction. Study
was approved by the local ethics committee. Patients were
treated with the same therapist and theoretical model
(Systemic Integrative Psychotherapy) in both the groups.
Study was based on the need for at least 80% statistical
power to determine differences between success rates.
Thirty-seven patients served as the control group; how-
ever, it should be noted that these patients were recruited
for logistic reasons consecutively after the first two groups
were recruited in order to enable us to obtain adequate
numbers for group arm. The BDI consists of 21 groups of
graded statements (the higher the score the more nega-
tively intense the feeling) relating to mood as follows:
Examples
Question one
(0) I do not feel sad; (1) I feel sad; (2) I am sad all the
time and can’t snap out of it; (3) I am so sad and unhappy
that I can’t stand it.
Question two
(0) I am not particularly encouraged about the future;
(1) I feel discouraged about the future; (2) I feel that I
have nothing to look forward to; (3) I feel that the future
is hopeless and that things cannot improve.
BDI is a self-report questionnaire in which the patient
has to read the statement and circle a statement that most
accurately represented their feelings at the point of as-
sessment (before therapy began, at termination, and 3, 6,
9, 12 months follow-up).
Statistics
The data are expressed as mean ± standard deviation.
The comparisons of the means of the scores at various
time periods between the individual and group therapy
groups were made by the use of Mann-Whitney U test and
one-way analysis of variance (ANOVA) test as appropri-
ate. The significance of the impact of therapy within each
treatment arm was assessed by Wilcoxon rank-sum test.
The individual parameters were assessed for their effect
on the final result with the help of multivariate analysis.
All the significance was calculated as two-tailed and is
measured at a level of ≤0.05. A statistical software pack-
age was used for the computations (SPSS 9; SPSS, Inc.,
Chicago, IL, USA).
RESULTS
Eighty-nine patients who had a cadaver kidney trans-
plant were recruited into the study. They were randomly
allocated into the two study groups, 49 for individual, and
40 for group therapy. Of these, 82 patients completed 12
weeks of therapy (45 patients from the individual arm,
and 37 from the group therapy arm). Fifty-five patients
completed one-year follow-up (33 in individual and 32 in
the group therapy); the rest did not complete one year
because they moved away or did not return their ques-
tionnaires. Thirty-seven age- and sex-matched patients
were recruited as controls; two dropped out of the study at
three months, and four at six months, respectively. Demo-
graphics of the study population are shown in Table 1. A
higher percentage of patients who had been on more than
three years of dialysis were allocated for group therapy;
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Table 1. Patient demographics
Control Individual Group
group therapy therapy
N = 37 N = 49 N = 40 P value
Age years 36.6 36.2 39.1 0.19
Mean ± SD (±11.9) (±8.9) (±11.1)
Gender 0.29
Female 15 (40.5%) 27 (55%) 17 (42%)
Male 22 (59.5%) 22 (45%) 23 (58%)
Dialysis status 0.01
Less than 3 years 13 (35.1%) 35 (71%) 18 (45%)
More than 3 years 24 (64.9%) 14 (29%) 22 (55%)
Previous 7 (18.9%) 7 (14%) 7 (18%) 0.45
psychotherapy
Employment status 0.57
Employed 12 (32.4%) 9 (18%) 7 (17%)
Unemployed 25 (67.6%) 40 (82%) 33 (83%)
Table 2. Mean scores of BDI index at various time points
Control Individual Group
group therapy therapy
N = 37 N = 49 N = 40
Mean score Mean score Mean score
Before therapy 9.4 (±5.4) 26.6 (±7.9) 30.2 (±3.8)
At completion of therapy
12 weeks – 20.6 (±8.8) 27.4 (±3.9)
3 months 11.1 (±4.9) 19.8 (±8.9) 27.2 (±4.1)
6 months 14.1 (±6.0) 19.6 (±9.1) 26.8 (±3.9)
After therapy
9 months 17.3 (±3.7) 19.2 (±8.8) 26.5 (±4.0)
12 months 20.5 (±5.5) 18.9 (±9.0) 26.0 (±4.2)
P valuea 0.005 0.001 0.01
aOne-way analysis of variance (ANOVA). SD is given in brackets.
otherwise, there was no significant difference between the
characteristics of the study groups in the two arms. Our
population in the west of Scotland is approximately 98%
Caucasian; therefore, all the patients in our study hap-
pened to be Caucasian. All patients had received their
first cadaver transplant as psychologic issues with a sec-
ond or third transplant are different than those receiving
their first transplant. We also excluded pediatric recipi-
ents and those receiving living kidney transplants because
emotional issues and graft outcomes are different to pa-
tients receiving a cadaver kidney.
Table 2 shows mean BDI scores in the three groups be-
fore treatment and at various time points after therapy.
In both treatment groups, there was significant improve-
ment in the scores after therapy. The mean score was
26.6 ± 7.9 before, and 18.9 ± 9.0 after therapy in the indi-
vidual group (P = 0.001). This was in comparison with a
mean score of 30.2 ± 3.8 before and 26.0 ± 4.2 after ther-
apy for the group arm of the study (P = 0.01). Improve-
ment was more significant in the individual therapy arm
compared with group arm (P = 0.01) (Table 1 and Fig. 1).
Lowering of scores remained sustained (Table 2) in both
therapy arms. In the control arm, mean score was 9.4 ± 5.4















Fig. 1. Box plot showing the effect of therapy on actual Beck’s Depres-
sion Inventory (BDI) scores.
suggesting significant worsening of BDI scores (Fig. 2).
Multivariate analysis of age of the population, gender,
employment status, duration of dialysis (if on dialysis for
more than three years), and psychotherapy given before
transplantation did not affect the results (Table 3).
We also sought a correlation between clinical course
and post-transplant events in the three groups. There
was no difference in the incidence of acute rejection,
wound infections, or delayed graft function. Donor vari-
ables (age, gender, and cold ischemia time) did not differ
between the groups. The mean time for the development
of first acute rejection after renal transplant was 68.8 days.
The number of patients who developed early acute rejec-
tion was 19.2% in individual, 18.6% in group therapy arm,
and 17% in control group. Delayed graft function was di-
agnosed if the patient needed dialysis in the first week
after transplant. The incidence of delayed graft function
was 30.6% in the individual arm, 34% in the group arm,
and 30% in the control patients, which was not significant.
Immunosuppression was similar in all three groups. Pa-
tients received cyclosporine-based therapy, with CellCept
and prednisone. No induction with antibodies was carried
out. Patients received 1 g solumedrol in the OR, followed
by tapering doses so that all patients were on 20 mg/day
at the end of 6 days, 15 mg/day at the end of 3 months,
and 5 mg/day at the end of a year. Acute rejections were
treated with pulsed steroids with a rapid taper.
DISCUSSION
Negative premorbid personality traits are amplified
during renal disease, and their relational aftermath is an
issue among all patients. The development of individual
therapy has taken a predominantly psychoanalytical per-
spective to address the transition from dialysis to trans-
plantation and the subsequent adaptation from illness to
normal health [7]. Cognitive-behavioral therapy has been
































































Fig. 2. Box plot showing the difference in the
Beck’s Depression Inventory (BDI) scores in
the three groups (control, individual treat-
ment arm, and group therapy arm) at 3, 6, 9,
and 12 months after recruitment to the study
compared with the BDI scores before the re-
cruitment. Group 0 denotes the control group,
group 1 individual therapy, and group 2 group
therapy. The values represent the difference
from the initial score, and hence, the higher
the difference, the higher the effectiveness of
the therapy.
Table 3. Multivariate analysis of possible factors of influence on final
results: P values
Individual therapy Group therapy
Age 0.55 0.57
Gender 0.58 0.84
Employment status 0.13 0.38
Previous psychotherapy 0.30 0.84
Duration of dialysis 0.39 0.84
used to address stress, anxiety, depression, and psychoso-
cial adjustment to illness [8]. The findings were analyzed
within the context of two intervening variables, interper-
sonal support and control over their treatment to deter-
mine compliance with the medical regimen. The results
suggested that cognitive behavioral therapy had a posi-
tive effect on all patients for some of the above issues, in
particular, for anxiety.
Transplant patients and their families have viewed
short-term group psychotherapy positively. Buchanan [9]
described the primary benefits of group therapy as being
the opportunity to observe and support coping strategies,
mutual support, and encouragement. However, short-
term nature of the group and open membership (ongo-
ing or changing membership from week to week) was not
conducive to the exploration of relationship difficulties.
Group therapy among multiorgan transplant patients
has been integrated into the transplant program at the
University of Toronto, Canada, as it was shown to be cost
effective in addressing emotional issues before and af-
ter transplantation [10]. Common recurring themes were
those of infection, rejection, body image changes, and
emotional problems such as delirium and depression.
However, in our own comparative study of group and in-
dividual psychotherapy among post-transplant patients,
group therapy did not appear to be as effective as indi-
vidual therapy.
‘Modified’ group therapy has been has been used
among patients receiving dialysis [11]. The group was
initiated as a result of the recognition of the stresses of
ongoing dialysis, and the need to address such problems
if they were not to become an obstacle to transplanta-
tion. The author commented on how he had witnessed
the progression of hemodialysis from an experimental
to a definitive treatment, which sustained life but created
emotional stresses regarding body image, dependency on
dialysis, resentment, and conflict within families. Other
studies have attempted to use group therapy in dialy-
sis units to combat isolation and psychologic denial, and
have been used as an effective educational tool [12–14].
While individual and group therapy are different
modalities, they have common goals, namely, to benefit
the patient. This was achieved by encouraging the patient
to disclose his/her feelings and experiences, and, in con-
junction with the rest of the group, reflect and address
them. The role of the therapist was to facilitate such an
exploration and assist in making sense of them. Patients
tended to present their feelings and experiences with a
‘story’ format; every patient had a tale to tell, and this
was usually related in the group in terms of recalled in-
teractions with their social networks out side of the group
and often replayed between members of the group. Each
member of the group brought with them a set of ex-
pectations, fears, and hopes of what they might achieve
from treatment and how the therapist would facilitate
such change. The most difficult dilemma for most patients
was that of wanting to change and yet being reluctant to
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relinquish familiar coping mechanisms, ways of thinking,
behaving, and their perception of themselves.
However, we need to better understand why the con-
trol group reported less emotional difficulties than their
group or individually treated counterparts at the start of
treatment, but were significantly more likely to deterio-
rate over time, present for emotional crisis intervention,
and be admitted for medical complications associated
with noncompliance. In order to do this we need to bet-
ter understand the psychologic profile of the renal dialy-
sis and transplant patient, and to be receptive to the use
of a more pluralistic, combined quantitative-quantitative
methodologic analysis of data. These findings appear to
feed into the current trend in the psychologic sciences
as to the need to establish which patients benefit from
which particular intervention over stipulated periods of
time. We suggest that given the above findings, any future
research question to determine the effectiveness of ther-
apeutic intervention would need to be reframed. That is,
we should not ask which particular treatment interven-
tion is the most effective among this patient group; rather,
which intervention is most likely to permeate the ‘bound-
ary of inadmissibility.’ This scenario was interpreted qual-
itatively within the bounds of the study as the ‘barrier
of inadmissibility.’ In short, most transplant patients feel
obliged to appear grateful for their transplant and try to
live up to the subsequent expectations that accompany it,
while putting their fears and uncertainties behind them.
However, the availability of emotional intervention acts
as a cue to patients to recognize emotional difficulties. In
short, it permeates the ‘barrier of inadmissibility.’ In our
study, individual psychotherapy appeared to be most ef-
fective at permeating the ‘barrier of inadmissibility,’ while
group psychotherapy was less effective and the control
group had virtually no permeable qualities at all. How-
ever, for the control group patients, over time the ‘barrier
of inadmissibility’ is permeated anyway by the difficulties
of living the fickle, uncertain, and high-maintenance life
of a post-transplant patient. Hence, there was deteriora-
tion in their emotional state over time.
Norms or expectations as to what constitutes accept-
able and nonacceptable behavior among group members
might differ. Their cultural or family background will
largely reflect the manner in which many group mem-
bers will behave. The use of sarcasm or ridicule might be
to acceptable to some patients, but not to others. Further-
more, there is always a danger in socially mixed groups
that more educated and more articulate patients might
articulate their thoughts, while the less educated feel in-
timidated. There is also a tendency among the more edu-
cated to intellectualize issues, which, in a group situation,
can lead to a ‘debating style’ being adopted. However,
some members who might remain silent for the most part
in one group might be much more articulate in another
group, where they feel either intellectually or socially su-
perior or equal to other group members. However, such
individual trends tend to emerge over time and are appar-
ent during group interactions. The psychotherapist will
become aware of repeated patterns of interactions or si-
lences, which will alert him/her to alliances, allegiances,
and exclusion between group members. One way for a
therapist faced with a fragmented group is to introduce
some cohesion to the group through the ‘shared beliefs’
or views, opinions, attitudes, and shared reality of group
members.
The BDI has generally been considered as crude mea-
surement that does not do justice to the idiosyncrasies
of the treatment process, the patient, or therapist, for
that matter [14]. However, we wanted to produce objec-
tive data that could encourage other centers to embark
on similar projects using the BDI or other instruments,
or even devise a specific instrument for this purpose.
Our study clearly shows that psychotherapy was effec-
tive in lowering BDI score; this presumably will lead to
improved quality of life and adherence to medications.
The fact that patients in the control group started with a
lower BDI score is an interesting finding; it is known that
patients not expecting to receive therapy will not think
too deeply into psychologic issues that affect their lives.
CONCLUSION
Both individual and group psychotherapy were ben-
eficial to recipients of first cadaver kidney transplants;
however, individual therapy was found to result in lower
BDI scores versus group therapy, while patients in
the control group had significant worsening of scores.
Improving emotional states will lead to improved quality
of life and medical compliance, and hence, longevity of
the transplanted organ.
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